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Obesity is a problem for African-American
women across all socioeconomic strata. Age-
adjusted prevalence of overweight is 48.5%
among African-American women compared
with 21% among white women. An exploratory
field was designed to examine selected psy-
chosocial factors that influence the weight-
control behavior of middle-income African-
American women. A triangulation methodology
was used in which both qualitative and quanti-
tative data were collected. First, semistruc-
tured interviews were held with 36 African-
American women between the ages of 25 and
75. Second, a Global Stress Scale was admini-
stered to measure perceived stress. Statistical
analysis of the data revealed a positive correla-
tion between body weight and stress in that
women who were more overweight were expe-
riencing more stress. Ethnographic analysis of
the data showed that more than 50% of the
women thought that stress negatively affected
their weight-control behavior. Additionally, oc-
cupational stressors related to racism, sexism,
and workload were major stressors for this
group of women. Recognition of factors that
influence weight-control health practices will
enable health professionals to assist African-
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American women to manage their weight. (J
Natl Med Assoc. 1995;87:427-432.)
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Obesity is a problem for all groups of women,
especially as they grow older.! Studies exploring
weight-change events have found that race is a
predictor, with African-American women gaining more
weight than white women? across most socioeconomic
and age groups.3¢

National nutrition and health survey data profile the
weight differentials between African-American women
and other groups of women,>*78 but few studies
examine reasons for the differentials. African-American
women are less likely to diet to lose weight”%10 and less
likely to exercise®!! than white women. Additionally,
fewer African-American women than white women
perceive themselves as overweight,”1213 do not feel it is
necessary to be slim to be attractive,'416 and due to
certain cultural and lifestyle factors, do not have the
same concerns about diet and weight manage-
ment.41517

Although researchers have shown a significant
relationship between positive health practices, higher
socioeconomic status, and improved health,18-20 Afri-
can-American women in higher socioeconomic groups
appear to have similar weight-gain patterns as those in
lower socioeconomic groups. The purpose of this study
was to seek, directly from middle-income African-
American women, factors that influence their weight-
control behavior.
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TABLE 1. BODY WEIGHT DISTRIBUTION

Weight

Range Frequency
Variable (kg) (%)
Underweight 0.5-5.5 7 (19)
1% to 10% overweight 0.5-6.4 12 (33)
11% to 19% overweight 8.2-145 4 (11)
>20% overweight 18.2-43.6 13 (36)

METHODOLOGY

The study population consisted of a purposive
sample of middle-income African-American women
primarily from three traditional African-American
sororities. Most of the women had joined the sororities
while in college and continued to meet after graduation
for social and community-activism purposes.

Both qualitative and quantitative data were gathered
using a between-methods triangulation approach?! that
included face-to-face, in-depth, and audiotaped inter-
views as well as a structured questionnaire. Among the
topics included in the interviews were questions about
factors that influenced the women’s weight-control
behavior and perceived stressful events. A Perceived
Stress Scale?? and the Tennessee Self-Concept Scale?’
were included in the questionnaire. Internal consistency
reliability using coefficient alpha was 0.80 for the
Perceived Stress Scale and 0.82 for the Tennessee
Self-Concept Scale. Additional measures included
weight, height, and a wrist measure to calculate body
frame and weight-range categories based on the
Metropolitan Life Tables.2* The interviews ranged in
length from 1 to 4 hours. An extra 30 minutes was spent
completing the questionnaire. Data were collected over
a 7-month period, primarily in women’s homes.

Analysis

Each audiotaped interview was transcribed verbatim.
A series of topic codes were developed to facilitate the
content analysis of the transcribed data. A code is a
word or phrase that best describes an emergent theme
identified in a block of text. Constant comparison, the
act of moving back and forth among interviews to
identify patterns,2> was used. The Ethnograph (Version
3.0) computer program?® was used to organize the
transcribed data set into common categories. To
establish the validity of the categories, an expert in the
field of women’s health and an expert in weight
management applied the categories to a randomly
selected, transcribed interview. Interrater reliability for
the categories ranged between 90% and 95%. An
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TABLE 2. DISTRIBUTION OF

WEIGHT-CONTROL BEHAVIOR
Variable Frequency (%)
Weight-control behavior

Diet control 30 (83.3)
Exercise 20 (55.6)
Weight management 16 (44.5)
Combination of behaviors
None 4 (11.0)
One 10 (28.0)
Two 9 (25.0)
Three 13 (36.0)

acceptable level of interrater reliability is 0.80.27 The
association between stress, pounds overweight, weight-
control behavior, and self-concept were determined by
Pearson’s correlation coefficients.

RESULTS
Characteristics of the Sample

The age of the 36 women ranged between 25 and 75
years (average: 40 years). Ninety-three percent of the
women had earned a baccalaureate degree or higher.
Sixty-one percent of the women earned at least $30 000.
Most of the women were employed full time (83%). All
the women either held or had held professional,
middle-management, or higher-level-management posi-
tions. Fourty-four percent were married and living with
their spouse (44%). Fifty-three percent had at least one
child. Most of the women belonged to at least one
professional and one personal organization; several
belonged to five or more. This high level of involve-
ment demonstrated a commitment to their profession as
well as to the community.

Body Weight

An interesting finding in this study was that of the
women’s weight distribution (Table 1); none of the
weights were within the 1983 Metropolitan Life Tables’
normal weight categories. Seven of the women were
underweight, and 29 exceeded the chart weight by 0.5
kg to 43.6 kg. Based on this investigator’s visual
evaluation, the women who were underweight and the
women who were up to 6.4 kg over their chart weight
were normal in body size. This information may
indicate the need to examine the relevance of weight
tables for defining normal weight parameters for
African-American women.

The 13 women in the 20%-and-over category were
obese. Obesity is defined as body weight >20% of
optimal levels and body mass index >27.3 in women.28
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TABLE 3. PERCEIVED BARRIERS TO

WEIGHT-CONTROL BEHAVIOR
Response
Variable Frequency (%)
Time constraints 28 (78)
Stress 20 (56)
Lack of self-control 18 (50)
Lack of social support 18 (50)
Structural issues 18 (50)
Lack of motivation/commitment 15 (42)
Social/professional activities 10 (28)

Body weight >20% above optimum is associated with
morbidity and mortality,>>30 especially among African
Americans.?! Body mass index ranged between 19 and
40 (average: 27).

Weight-Control Behavior

Weight-control behavior is defined as diet control,
weight management, and exercise (Table 2). Ethno-
graphic analysis of responses to specific questions
regarding weight-control behavior revealed that diet
control was conceptually different than weight manage-
ment for this group of women. The majority were
involved in diet-control measures to reduce the intake
of fat, cholesterol, sodium, and sugar, and to increase
fiber, vitamins, and other nutrients in their diets to
“keep healthy.”

Fifty-six percent of the women were engaged in a
regular exercise program at least three times a week.
The women involved in aggressive weight-
management measures, such as formal or self-imposed
diets to reduce or maintain their weight, were primarily
engaged in the behavior to “be physically attractive”
and to “look good in their clothes.” Health was seldom
identified as a motivator to lose weight.

The women in the higher overweight groups found it
easier to exercise than to diet. The four women not
involved in any of the behaviors were overweight by
20% or more.

Barriers to Weight-Control Behavior

The major barrier involved time factors (Table 3).
Time constraints were related to family responsibilities
and work requirements that resulted in work overload.
The family responsibilities included caring for children
and elderly relatives, and for some, caring for both
children and relatives. More than 50% of the women
identified themselves as stress eaters, in that eating
behavior increased when they were under stress.
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TABLE 4. MAJOR LIFE STRESSORS

Frequency
Variable (%)
Family illness/death 36 (100)
Work 23 (64)
Children, child-care responsibilities 11 (31)
Finance/educational pursuits 9 (25)
Marital, familial, personal 6 (17)

relationships

Frequently, the stressors interfered with their ability to
maintain a weight-management or exercise program.

Structural issues were related to transportation,
location, hours of health-club facilities, and safety.
Lack of motivation/commitment, lack of self-control,
and lack of social support were also barriers for some of
the women. Social support was important to the
initiation and maintenance of weight-control behavior.
The women ended the behavior when their partners
were no longer able to participate. Because of the types
of food served and expectations of eating behavior at
some of the social and professional activities, many
women were unable to adhere to weight-control
behavior. Time constraints associated with involvement
in these functions interfered with preparation of
low-calorie foods and exercise activity.

Stress

Stress was explored with the perceived stress scale
and interview questions. The questions asked the
women to identify major life stressors and occupational
stressors.

Major Life Stressors. Family illness/death and
work were the two most identified life stressors (Table
4). It is not surprising that the women were experienc-
ing stress because of family illness and death. The
women identified one or more of the disease processes
that cause excess rates of disease and death in African
Americans (Table 5). When we, as health professionals,
probe for family history of disease, we are usually
looking for risk factors in the individual. The effects of
the stressor on family members’ health habits are
seldom considered.

The women described other life stressors such as
the difficulty of being an African-American woman
in society, safety issues, and lack of career options.
They felt there were few positive media images and
that there was a general lack of attention to issues
specific to African-American women. Several
women expressed concern for the future of the
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TABLE 5. FAMILY HISTORY OF DISEASE

TABLE 6. OCCUPATIONAL STRESSORS

Disease Frequency (%) Stressor Frequency (%)
Hypertension 25 (69) Workload 19 (53)
Diabetes 22 (61) Managing others 11 (31)
Cancer 18 (50) Job politics 9 (25)
Heart disease 16 (44) Racism/sexism 9 (25)
Stroke 15 (42)

African-American population. This concern was
further evidenced in the women’s commitment to
organizations that were designed to assist other
African Americans. Usually, the organization’s ac-
tivities addressed exclusionary issues important to
African-American communities, such as education
and circumstances related to poverty.

Occupational Stress. Workload and managing
others were very stressful for the women (Table 6).
On-the-job politics also was a stressor. The women
observed coworkers obtaining advanced positions
based on favoritism rather than merit. Racism was
experienced in the lack of respect shown by whites for
their authority, in being passed over for promotions,
and in training whites younger and less experienced for
supervisory positions. Sexist incidents occurred when
the women were complimented on their clothing rather
than on their business capabilities. Additionally, male
coworkers initiated conversations about personal infor-
mation, such as sexual practices.

Other identified occupational stressors, such as being
the only African American in the department, the only
African American in management, or the only woman
in a department or company, produced feelings of
isolation. Many middle-income women work in jobs
that provide services for low-income or ethnic minori-
ties. These women’s comments supported information
in the literature that suggests facilities in the inner city
do not receive equal resources. The physical environ-
ment was unpleasant due to deteriorating structures,
insect and rodent infestation, and lack of appropriate
security measures.

A major job stress for educators was the plight of the
children in the school system. These women felt the
children’s future success was jeopardized by the lack of
economic resources, the lack of environmental and
parental support, and the attitudes of the children about
the importance of education. The public’s view of
educators is shaped by the media. Frequently, negative
televised and newspaper reports about salary and
benefit negotiations present a biased view of other
problems that confront ethnic-minority educators.

Statistical Analysis

Pearson’s correlations coefficients were conducted to
determine the relationship among diet control, weight
management, and exercise behavior. The data indicated
that women who were managing their weight were
more likely to do so using a combination of diet control
and exercise. Based on the strength of the correlations,
the three variables were combined into a single interval
level variable—weight-control behavior. The analysis
of the relationship between weight-control behavior and
the quantitative measures revealed that women who
were experiencing higher levels of stress had a lower
physical self-concept (r= —.60; P<.01), were more
overweight (r=.33; P<.05), and were engaged in less
weight-control behavior (r= —.30; P<.10).

DISCUSSION

The need to explore psychosocial factors that
influence the greater propensity of African-American
women to develop obesity32-34 has been widely recog-
nized. In this study, the relationship between weight-
control behavior and stress was explored. The women’s
higher level of involvement in diet control compared
with weight management or exercise behavior is
consistent with other findings that show that African
Americans are more likely to participate in diet control
to reduce hypertension3® and the susceptibility to
diabetes and heart disease.

This study revealed that several psychosocial factors
identified in other studies influence weight-control
behavior in this group of African-American women.
Although the women were interested in losing and
maintaining weight, various factors such as competing
responsibilities for work, family, community, stress,
lack of social support, and self-control/motivation
issues interfered with their ability to initiate and
maintain weight-control behavior. Social support, moti-
vation,367 and self-control leading to self-efficacy3®
are important factors in the initiation and maintenance
of weight-control behavior. In this study, the women
were able to recognize how these factors influenced
their weight-control behavior.

Mui?*® found that African-American females experi-
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enced more caregiver strain than white females. The
women in this study were caregivers and working
women. They demonstrated a professional and personal
commitment to their work and the African-American
community. Additionally, stressful events associated with
the activities resulted in stressful eating behavior for more
than 50% of the women. Emotions such as stress, anger,
and depression have been linked to eating behavior,
weight gain, and obesity*®4! in the general population,
and to cardiovascular disease risks in African Ameri-
cans.!”

It is not surprising that racism, sexism, lack of respect,
and few positive media images contribute to stress in
African-American women. Historical and recent studies
of the progress of African Americans show that African
Americans have lost jobs over the last 2 years and are
more likely to experience discrimination in workplace
hiring, promotion, and retention, a denial of access to
resources and authority, racial stereotyping, and a lack of
equal occupational opportunities.*? The influx of African-
American women into high-status, high-paying jobs in
the 1980s** may account for some of the problems. In
addition, African-American women are more likely than
white women to report lower levels of coworker support,
heavier workloads, and more trouble with their boss and
subordinates.*

Several studies have found that women are less likely
to exercise when exercise activities compete with family
responsibilities.*> In this study, the convergence of the
quantitative and qualitative data support those findings.
The women’s reports of their inability to engage in
weight-control behavior because of stress and other
barriers also is supported by the results of the statistical
analysis. Although the relationship between stress and
weight-control behavior only approached significance,
this finding has implications for future research. Explor-
ing the factors in a larger sample of African-American
women may reveal that stress has a significant effect on
weight-control behavior.

CONCLUSION

Middle-income African-American women are exposed
to many personal, community, and occupational factors
that are stress producing. The dual burden of racism and
sexism creates additional problems for them. These stress
factors have the potential to interfere with their ability to
manage their weight. The findings of this study have
implications for nurses and other health professionals
who assist women in managing their weight. Programs to
assist African-American women in controlling their
weight should address weight-control behavior in the
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context of broader health and social issues* by including
strategies to overcome self-identified barriers and both
occupational and life stress.
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